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	Laser Vision Correction
	 Approved up to -12D with 6D cyl
	 Many successful corrections in -8 and above
	 Optics not ideal
	 Due to level of Rx, patients still happy with LASIK/PRK
	 We know better
	 High SA
	 Lower Contrast
	 Higher risk of ectasia



	 What are the limits for LASIK?
	 Corneal Thickness - Ectasia
	 Asymmetric Topographies - Ectasia
	 Spherical Aberration – Night Vision

	 What are the limits for PRK?
	 Corneal Thickness
	 Spherical Aberration
	 Stromal Haze/Scarring
	 Minimal risk



	How Do We Determine Who is Candidate for LASIK?
	 Excimer Laser Correction approved up to -12D
	 Corneal Thickness determination
	 15microns per Diopter treated (-8 x 16 = 128 microns)
	 Percent Tissue Altered needs to be <40% (Santiago AJO 2014)
	 Ablation Depth + Flap Thickness/Thinnest Pachy
	 128 microns + 110 microns = 238/595 = 40%
	 -8.00 needs at least 595 micron K
	 -9.00 needs at least 635 micron K
	 -10.0 needs at least 675 micron K

	 Bladed Flaps (140 – 180, we think? – Need much thicker K)


	 Ectasia Risk much higher when PTA > 40%
	 Also use Randleman Scoring system

	 Vision Quality
	 Wavefront Optimized Ablations with EX 500
	 Maintains Prolate shape of cornea
	 Reduces Corneal Aberrations
	 More aberrations with higher attempted correction
	 Corneal Higher order aberrations after myopic wavefront-optimized ablations. J Ref Surg 2013 Jan; 29 (1)


	 With higher corrections, lower contrast sensitivity
	 Due to higher spherical aberration and coma


	 We need a better option for the high myopes -


	What About PRK?
	 Still will use PTA to help determine corneal thickness requirement
	 Obviously, able to treat higher levels of myopia
	 No flap thickness, only epithelium
	 Theoretically, can treat -10 (150 microns) in 500 micron cornea
	 150 microns + 50 micron epi = 200 microns/500 = 40%




	 Risk of Corneal Haze/Scarring increased after -6
	 Using Mitomycin C has reduced risk of haze, but if develops can be very challenging to treat
	 Sia  JRS 2014


	 PRK for high myopia also has risk of
	 Higher Spherical Aberration/Coma


	Should We Perform Refractive Lens Exchange for High Myopes?
	 Excellent Surgical Option
	 Better for Patients >45
	 Multiple IOL Options
	 MFIOL
	 Monovision
	 Monofocal
	 Toric IOL


	 Low risk except for RD
	 25x risk of RD in high myopia
	 Daien J Ophth 2015
	 PVD Critical
	 Peripheral Retina Clear




	Who is the best candidate for RLE?
	 Early Cataracts
	 Age >55
	 PVD
	 Normal Peripheral Retina
	 Moderate to Higher Myope
	 Hyperopes – Ideal candidate
	What about the Pre-Presbyopic High Myopes?

	What About Patient Concerns
	  Patients’ fear of surgery
	 Complications related to “cutting” the cornea
	 They’re less concerned about “laser”

	  Patients’ desire for safety
	 Want to minimize sight-threatening complications
	 Concerns about night vision and aberrations
	 Over 5,000,000 eyes treated with:
	 No reported perforations
	 No reported infections
	 Minimal epithelial defects or ingrowth


	  We Know…
	 Flap creation is responsible for the majority of  the procedure complications and safety issues


	Comparing Technology: Blade-Free vs. Blade
	 Faster
	 Less treatment time
	 Preserves more tissue

	 Safer
	 Preserves more tissue
	 More Stable
	 Uniform Thickness

	 Smoother
	 Truly Customized
	 Vertical adjustments
	 Better Outcomes
	 Excellent Stromal Bed Quality


	Reported Corneal Complications                          with Conventional Microkeratome1
	 Decentered flaps
	 Irregular-shaped flaps
	 Incomplete flaps
	 Button-hole flaps
	 Flap laceration
	 Epithelial defects
	 Limited hinge location
	 Poor flap thickness predictability
	 Wide range of flap thickness for a given attempted thickness
	 Anterior chamber perforation
	 Achieved mean thickness less than the labeled head
	 Sensitive to preoperative corneal curvature and thickness
	 Meniscus-shaped flaps
	 Highly variable hinge length
	 Flap thickness dependent on translation speed
	 Blade quality affects results
	 The Visian Implantable Collamer Lens (ICL)
	 The Visian (ICL) offers:
	 Additive Technology
	 Better Optical quality
	 No alteration of K

	 Stable Correction
	 No regression

	 Can combine with PRK/LASIK
	 Up to -25

	 Even in some Moderate Myopes, ICL may be best option


	Never Heard of ICL?
	 Available for over 10 years in US
	 Greater than 20 years outside US

	 Commonly used in US Military Personnel
	 Over 500,000 have been implanted
	 Implantable Collamer Lens
	 Collamer material is exquisitely biocompatible


	When to Consider ICL
	 Any patient over -6, should be considered for ICL
	 Dry Eye Patient
	 High Demand patients
	 Engineers
	 Photographers
	 Artists

	 Patients are unaware of ICL
	 Been told they were not candidate for LASIK


	Inclusion Criteria
	 Myopia: -3 to -20D (lenses up to -16, so “reduces” correction at higher levels
	 Can combine with LASIK/PRK for higher levels

	 Astigmatism: up to 2D of regular astigmatism
	 Can perform LASIK/PRK for higher levels
	 Toric ICL available in EU, awaiting FDA (for past 5 years!)

	 Age: Less than 45y
	 Anterior Chamber Depth: >3.0mm
	 Anterior Chamber Angle: Grade IV

	Surgical Procedure
	 Laser PI x2 each eye
	 1 week prior

	 Topical Anesthesia
	 One eye at a time
	 15 minutes to implant
	 IOP check 2 hours post procedure
	 VA improves quickly


	Post-Operative Course
	 At 2h check
	 VA improving, but cloudy, pupillary block check

	 At 1 Day PO
	 Good VA, IOP check, Vault check

	 At 1 week PO
	 Stable VA, IOP check, Vault check

	 Second eye done at one week, usually
	 Same PO course for second eye, post op care transferred after 1wk visit on Second eye

	Visian Complications
	 Cataract Formation
	 1.3% in FDA Study
	 0.3% in pts <45

	 Usually surgical trauma
	 Low Vault

	 Pupillary Block
	 If PI not patent
	 New V4c should help with this

	 Pigment Dispersion
	 Rare

	 Infection
	 Theoretic risk, 1 case in >85,000


	Results
	 2010 Military Study
	 Avg SE -6.2
	 Results
	 66% 20/15 or better
	 96% 20/20 or better
	 34% gained at least one line of BCVA

	 Complications
	 4.8% with glare
	 Iridotomy most common



	 Cochran Database Review
	 Phakic IOL preferred by pateints


	How Do You Introduce ICL?
	 Since these High Myopes have always been told they are not candidates
	 Mention there is a surgical procedure for them
	 Your discussion prior to consult is VERY HELPFUL
	 Most visits, we are trying to educate patient about a better option
	 They feel “LASIK worked for my friend/wife/husband/colleague, so it is what I want”
	 If you have had the conversation as well, they will be more prepared
	 A well-educated patient will make the best decision for their eye health





	Visian Summary
	 Visian ICL offers optimal correction for High Myopia
	 “High Def Vision”
	 Stable Correction
	 No Dry Eye
	 Low Risk Profile

	 At Batra Vision
	 Surgery performed two days apart or bilateral
	 Surgical Co-Management possible


	Hitting Your Target:  Generating Your Best Outcomes in Cataract Surgery
	Question 1
	 What is the current percentage of cataract surgery refractive outcomes within 0.5D of target?
	 83%
	 71%
	 64%
	 58%

	Cataract Surgery Outcomes3
	What is “Astigmatism Management”?
	Where to Start?
	Available Options
	Cataract Refractive Diagnostics
	Identifying Sources of Variability in our Current Process
	Streamlining the Cataract Refractive Process
	Question 2
	 If a Toric is misaligned by 8 degrees, what is the loss of effect?
	 8%
	 24%
	 12%
	 34%

	Surgical Guidance vs. Manual Marking
	The VERION® Image Guided System
	Capturing the Patient Image
	Microscope Integrated Display
	VERION Correcting for Cyclorotation at the LenSx
	VERION® Image Guided System and SN6AD1
	Centration of ReSTOR to Pre-Op Pupil
	Question 3
	 What is you preferred centration option for multifocal IOLs?
	 Centered on Capsulotomy
	 Visual Axis
	 PreOp Pupil
	 Limbus
	 Dilated Pupil

	What about Femto?
	LenSx® Laser SoftFit™ Patient Interface
	 Silicone hydrogel lens insert

	Sealing the Incisions
	Question
	 Cyclorotation Management is important to ensure intended effect when executing which LenSx® Laser procedural step(s)?
	 Primary Incision
	 Arcuate Incision(s)
	 Capsulotomy Placement
	 All of the Above

	What about Intraoperative aberrometry?
	Question 4
	 The ORA™ System with VerifEye+ provides streaming refractive information to validate
	 Power
	 Cylindrical Magnitude and Axis
	 Post Refractive IOL selection
	 All of the above

	Prior Myopic Refractive Surgery Patients
	Improved Astigmatic Outcomes with VerifEye® Technology4
	 The ORA™ System with VerifEye+™ Technology gives you the confidence to effectively treat astigmatism for toric IOL patients.
	What’s Next? Introducing VerifEye+

	VerifEye+™  & VerifEye® Technologies
	IOL Platform
	Fibronectin Binding
	 AcrySof® IOL material has the highest fibronectin bioadhesion compared with other hydrophobic acrylic and PMMA IOL materials and has the lowest fibronectin loss after SDS treatment. The higher fibronectin retention observed for AcrySof® IOL material...

	Nick Batra, MD cAse Study
	Case : ORA and TORIC IOL
	Case Summary and Pearls
	• In this case no cyclorotation at the LenSx® Laser
	• ORA is used to perform aphakic refraction and adjust lens power by 0.5 D and pick the T7 lens (same as Verion)
	• Using ORA the lens is placed at the correct axis until no rotation is recommended by ORA

	CTR with LENSX
	Dense Cataract with LenSX
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